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Abstract
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Introduction
In February 2007, the Board and the Assembly of Deans
of Medical Schools of the Dutch Federation of University
Medical Centres decided to institute a Project Group to
revise the 2001 Medical Education Blueprint. The main
reasons for undertaking this project were developments
in medical scientific disciplines, such as biotechnology
and genetics, and developments in medical education,
suchastheintroductionofthebachelor-masterstructure
andtheongoingmodernizationofpostgraduatespeciality
training programmes. In revising the 2001 Blueprint the
project group was specifically asked to establish the at-
tainment levels of both the bachelor and the master
programme in medicine, to consider whether the Can-
MEDS [1] model or a similar competency profile could
also be serviceable in revising the new Framework for
medical education and to reconsider the level of detail
oftherevised2001Blueprint,aimingtofindformulations
that are realistic and testable and that facilitate external
accountability for programme content. (It was decided to
change the terminology from ‘Blueprint’ to ‘Framework’.
The term ‘Framework’ was thought to reflect bettter the
nature of the document).
OnAugust12,2009,the2009FrameworkforUndergradu-
ateMedicalEducationintheNetherlandswaspresented
to the Dutch minister for Health. A translation in English
is available from the website of the Dutch Federation of
UniversityMedicalCentres(http://www.nfu.nl/fileadmin/
documents/Raamplan2009engelstalige_versie.pdf).
The 2009 Framework consists of nine chapters:
1. Introduction
2. Explanation
3. Developments in Dutch and European Legislation
4. Stages,CyclesandLevelsinMedicalEducationinthe
Netherlands
5. Master’s Degree Programme in Medicine: Target
Profile
6. Master’sDegreeProgrammeinMedicine:Competen-
cies
7. Master’s Degree Programme in Medicine: Issues Re-
lating to Illness and Health
8. Bachelor’s Degree Programme in Medicine: Profile
and Learning Outcomes
9. Basic Sciences in the Medical Curriculum
In an appendix the final document also includes a skills
list.
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In 2002, the bachelor-master structure was introduced
in the Dutch system for higher education, establishing
bachelor’s degree and master’s degree programmes as
independent study programmes. This change followed in
the wake of the signing of the Bologna Declaration in
1999.ThisDeclaration,signedby29Europeancountries,
aims to promote greater overall convergence in higher
education in Europe, based on a two-cycle degree struc-
ture. In the transitional period, two-cycle and one-cycle
programmes have been available simultaneously.
Permission to use the protected title of physician and
qualification to perform certain actions reserved for
physicians are linked to registration in the Individual
Health Care Professions Act register. Registration is only
open to those who have completed the degree pro-
grammeinmedicineandthereforetothosewho,following
the introduction of the bachelor-master structure, have
obtainedtheMasterofScience(MSc)degreeoncomple-
tion of the master’s degree programme in medicine.
Important choices in the 2009
framework
The Project Group decided to define students’ learning
outcomes upon completion of the master’s degree pro-
gramme in terms of competencies. A competency is
definedastheabilitytoadequatelyperformaprofessional
activity in a specific, authentic context, using an inte-
grated body of knowledge, understanding, skills and
professional behaviour. After careful consideration, the
CanMEDSmodelwaschosen,because,firstly,thismodel
involves an excellent and useful division into physicians’
roles and competencies in a variety of professional situ-
ations, and secondly, this model is also used in the
frameworkofthemodernizationofpostgraduatespecialty
training. Together, the seven roles or competency do-
mainsintheCanMEDSmodelconstitutethetargetprofile
in chapter 5 of the 2009 Framework (see Table 1). In
chapter 6, the profile is elaborated in terms of key com-
petencies and their constituent sub-competencies.
Table 1: Physician’ roles included in the Profile.
As the Project Group felt that bachelor students in medi-
cine do not yet operate in an authentic professional set-
ting, the bachelor’s degree programme is described in
terms of knowledge, skills, and behaviour and not com-
petencies. Knowledge and understanding relate to the
basicsciences,thefoundationofmedicineinthenatural
sciences,andaspectsofbehaviouralandsocialsciences.
The 2001 Blueprint included a list of clinical conditions
whichcomprisedabout330clinicalconditionsinall.The
ProjectGroupwantedtotrimdownthisnumbertoamore
manageable set. Having considered the issue at length,
the Project Group concluded that the phrase ‘issues re-
lating to illness and health’ was more appropriate to the
wide-rangingfieldinwhichtoday’sphysiciansareoperat-
ing, as a fair share of physicians’ work is not directly pa-
tient or disease related. The list of issues described in
chapter 7 has been subdivided into several categories.
The first and most voluminous one comprises the com-
plaints that induce patients to consult their physician.
The next two, smaller, categories deal with findings upon
physical and additional examinations. The final category
comprises a list of so-called healthcare issues.
The introduction of a list of issues meant that the list of
clinicalconditionsthatwasincludedinthe2001Blueprint
was not to return in the 2009 Framework: on the one
hand, the contemplation of each issue would involve a
series of clinical presentations anyway, and, on the other
hand,alistofclinicalconditionswouldrequireceaseless
maintenance in the wake of ongoing developments in
medical disciplines.
Inthe1994Blueprintandthe2001Blueprint,thedomain
of knowledge only came up to a fairly limited extent. The
Project Group felt that the aspect of required knowledge
hadbeensomewhateclipsedbylistsofproblems,clinical
conditions and skills. Especially the basic sciences had
remainedunderexposed,despitetheirimportance.Right
from the start, the Project Group wished to give the basic
sciences a more prominent place in medical education.
ThemodelofcompetenciesselectedbytheProjectGroup
also carried the risk of outlining required knowledge only
implicitly. Therefore, in the 2009 Framework, a separate
chapter is devoted to basic sciences in the medical cur-
riculum dealing with both the foundation of medicine in
the natural sciences and aspects of the behavioural and
social sciences.
The Appendices to the 2001 Blueprint included a skills
list. Spot-checking at the eight Dutch medical faculties
showed that all medical faculties still used this list,
sometimes with minor adjustments. After discussion in
the Project Group, the skills list from the previous Blue-
print, with minor adjustments, was added to the Appen-
dices to the 2009 Framework.
Stages, Cycles and Levels in
Medical Education in the
Netherlands
The Project Group was asked to pay special attention to
finding formulations that are realistic and testable and
that allow external accountability for medical education
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clearly define the competencies in terms of levels that
are to be attained.
Medical education in the Netherlands involves a training
sequence with two stages that medical students pass
through in succession. The first stage of this training se-
quence comprises two cycles: a three-year bachelor’s
degree programme in medicine, followed by a three-year
master’s degree programme in medicine. In the second
stageofthetrainingsequence,followinguponcompletion
of the bachelor and master programmes, medical
graduates undertake postgraduate specialist training to
become medical specialists in primary or secondary
healthcare. Having completed that stage, medical practi-
tioners then engage in lifelong learning activities both in
practice and in formal continuing education courses.
The levels linked to the successive stages can be called
starterlevel,beginningpractitionerlevelandexperienced
practitioner level.
Aftercompletionoftheirbachelorprogrammeinmedicine,
medicalstudentscanbecharacterizedasstarters.These
students have mastered a basic body of knowledge and
understanding of scientific disciplines that are relevant
totheirsubsequentprofessionalpractice.Theyhavealso
acquired a set of basic skills and are able to show appro-
priate professional behaviour in training-related situ-
ations.Theyareabletoapplyknowledge,skillsandbeha-
viour in dealing with issues that involve a relatively low
level of complexity.
After completion of the master programme in medicine,
medical graduates can be characterized as beginning
practitioners. Newly graduated physicians demonstrate
a basic competence in practice, possess an integrated
bodyofknowledge,skillsandprofessionalbehaviourand
can handle issues involving higher levels of complexity.
Medicalgraduatesarecapableofperformingindependent
consultations but only perform these under supervision
during postgraduate medical training.
After a number of subsequent years of further schooling,
training and experience in medical specialist training in
thedisciplineoftheirchoice,physiciansoperateindepend-
ently without supervision. They are then experienced
practitioners or medical specialists. An element of inde-
pendent practice is participation in interprofessional
coaching activities and lifelong continuing-education
courses.
In the 2009 Framework, the levels of proficiency to be
achieved in the bachelor and master programmes in
medicine are defined in a five-level structure (see Table
2).
Table 2: Levels defined up to the beginning practitioner level.
Indiscussingthelevelsthatmustbeattained,theProject
Group also had to consider the level of difficulty of the
issues that are presented to students. This level of diffi-
culty is chiefly determined by the presence of contextual
factors.Ontheonehand,thesearemedicalfactors,such
as typical and atypical presentations or co-morbidity
problems;ontheotherhand,thesearecontextualfactors
fromthepsychosocialmodel.Thelevelofdifficultyisthen
codetermined by the availability of standard solutions to
a problem and the applicability of protocols and
guidelines. The level of difficulty also lies in the degree
to which different physician roles must be integrated in
dealingwiththeissueinquestion.Graduatesinmedicine
mustbeabletohandleissuesinvolvingvarying-including
higher-levelsofdifficulty,withtheprovisothatthedegree
ofrequiredsupervisionincreaseswiththedegreeofdiffi-
culty of the case presented. In this respect, there is one
sub-competencyincorporatedintheroleofmedicalexpert
thatisofparticularimportance:students’abilitytorecog-
nizeandnamethepersonallimitstotheirknowledgeand
skillsandtodecideintimeif,and,ifso,whenathirdparty
needs to be called in, including their supervisor.
The 2009 Framework states that graduates in medicine
must have mastered all issues related to illness and
healththatareincludedinthelistatleastatlevelII.Some
of the issues, depending on the specifics of individual
training programmes, will be included in additional com-
petency testing at higher levels. The formulations of sub-
competencies specify the levels (III, IV, or V) that have to
be attained. To illustrate the assignment of levels some
examples are given in Table 3.
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per physician’s role.
Conclusion
The2009Frameworkdifferssubstantiallyfromthe2001
Blueprint. Major changes are the definition of competen-
cies, the indication of the levels of competency to be at-
tained and the introduction of a list of issues related to
health and disease. The knowledge domains of basic
sciences relevant to medicine are described in more de-
tail. The 2009 Framework also includes the attainment
levelsofthebachelorprogrammeinmedicine.The2009
Framework will be used as the basis for accreditation
and for a revision of the legislation that outlines the
educational requirements of physicians.
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